MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND wzurnn$—;§ 1003 0y f = G%I:g?uumaea'
DO NOT WRITE AMENDED Renlltra?F 'ilf_rigﬂb__m.ﬂv_ ﬁ...} Jmary Registration District No. o -Registrars'No., _ .

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutlon: Residence before

s COUNTY .+ . - o statE Misgomrd s conrySt. Louis admission}
b. CITY (If oufsidc; corporate limits, give TOWNSHIP only} Length of stay in 1b ¢. CITY . I.nside Limits

oW St. Louls. i Days own Riverview Gardens Yes I No OO

c. FULL NAME OF (!f NOT in hospital, glve location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HQSPITAL OR ADDRESS ) .

INSTITUTION De Paul Hospital Yegfl Ne O 9903 Diamond Drive (37) Yes [] No It

. NAME OF DECEASED First Middie Last 4. DATE Month Day Year

(Type or print) EDNA v. GINAINE DEATH May 12 ’ 1963

5. SEX 6. COLOR OR RACE 7. Married¥] Never Married [] |8, DATE OF BIRTH | ¥ AGE (last birthday) ] IF UNDER ) YEAR IF UNDER 24 HR

Female White Widowed [] Divorced [] 6/2h/02 60 Months I Days Hours Ty

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 2. CITIZEN OF WHAT COUNTRY

d\.rnng osl of Y kmg i even if retired)
ckson, Minnes U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND (m

William Wold Maude Ashley : -{ Vincent Ginaine

15. WAS DECEASED EVER IN U.5. ARMED FORI [14. SOCIAL SECURITY NO. } ' _Address
{Yes, noNor unknown)l {if yes, give war or da .
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one cause per line Tor (a), (b], dnd (&). . -
PART |. DEATH WAS CAUSED BY: . ONS? Ayk‘l}l
IMMEDIATE CAUSE (a) m s
Condutlonl. if any, DUE TO'{b) / I S C Vd)

thneh gave ml(t)o
shove csuse (a),.

stating the under- L-/ 4
lying cause .last. DUE TO (<} l O /

PART 1). OTHER SIGNIFICANT CONDIT#ONS CONTRIBUTING TO DEATH but not relaled to the terminal FART IIl. ¥ deceased was female was
disease condition given in PART | {a) there a pregnangy -in last 90 days.

. fD Yes [ Iﬂo ] {J Unknown

19. \WAS AUTOP: 20a. ACCIDENT Sl.-HCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}

VS$ 300
Rev. 4759

+ = AMENDED

DOCUMENT

\
YES

20, TIME OF  Houf  Month, Day, Year |
INJURY. a.m.
p-m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or. about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [(J farm, factory, street, office bidg., e}
NOT WHILE AT WORK'[J

. -—
21. | attendad -the deceased &om_Lzé o m#lz_ﬂ_and Im“ﬂ o -

Death occurred ot i q 3 o A"’m an thé date steteéd abdve, and to the best of my knowledqa, from the causes ﬂa?ed

[ 22b. ADDRESS o, D TE SIGNED
~ng/ M a J‘ Y /63
23c. NAME OF CEMEEERY OR CREMATORY

23a, BURIAL, CREMATION, 23d. LOCATION [City, town, or county) ¥ [Stat

Burdal ' etery St. Louis - Missouri
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 2. RE R'S 3 NJ?T E‘ - Ay
BUCHEHQLZ MORTUARY ,INC. 5967 W.Florissant M 14 196 > L ﬂei.
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'MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
S_HOULD READ

BY AFFIDAVIT OF

ITEM NO.
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e o 'r—';i‘ W e .
R ""f‘.‘";"s.TATEMENf- 3‘_"'"%5’_‘5_50' EMBALMER

RSN Ll
" | hereby certify that the body whose nan:e is rec:;rded on the reverse side of fhls certificate was embalmed by me,

or by Studenf Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No 4—5,:5-/

P. O. Addresg%‘*‘—g

Nofe The above MUST BE SIGNED BY THE LICENSED EMBAI.MER |n his OWN HANDWRITING. (Failure to comply
with the above consmutes grounds for revocation .of license), -
‘._1‘ . embalmed by 2 STUDENT he also shall Sign m his OWN handwrmng
el I shis body is"not ‘ernbalhied; facf should be So-stated.above: iy
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